This article describes national level development towards a Health in All Policies approach in Finland over the past four decades. In the early 1970s, improving public health became a political priority, and the need to influence key determinants of health through sectors beyond the health sector became evident. The work began with policy on nutrition, smoking and accident prevention. Intersectoral health policy was developed together with the World Health Organization (WHO). When Finland joined the European Union in 1995, some competencies were delegated to the EU which complicated national intersectoral work. The priority in the EU is economy, but the Constitution's requirement to protect health in all policies gives legal backing for including health consideration in the EU-level work. To promote that, Finland adopted 'Health in All Policies' (HiAP) as the health theme for its EU Presidency in 2006. The intersectoral work on health has developed from tackling single health problems, through large-scale programmes, further to systematic work based on legislation and permanent structures. In the 2000s, work at local level was strengthened by introducing more focused and tighter legislation and by providing expert support for implementation. Recently, emphasis has been on broad objectives and Governmental intersectoral programmes, and actors outside the administrative machinery. Great improvements in the population health have been gained over the past few decades. However, health inequalities across social groups have remained unacceptably large. Major decisions on economic policy with varying impacts by the social groups have been made without health impact assessment, or ignoring assessments conducted.
Introduction
The purpose of this document is to describe the development, implementation and effect of the Health in All Policies (HiAP) principle in Finland over the last few decades. HiAP refers to a strategy where the impact on the health of the population and various population groups is consciously taken into account by different sectors in their decisionmakings. The core aim is to improve public health by impacting broadly on those determinants of health on which the health sector has a limited influence. The strategy is therefore to promote health and prevent illness and disease. This is in line with the principle of sustainable development: action is most appropriate where the results can be obtained through a minimal input. A description of Finnish policy may highlight the difficulties and opportunities for those involved in building national policy in other countries.
HiAP is mainly an account of the public authorities, i.e., the Government and the local authorities (municipalities). The perspective in the article is mainly that of the Ministry of Social Affairs and Health (MSAH). This is likely to be a feasible approach, since national health policies are drafted by that Ministry, and the Minister is involved in all health-related decisions in the Government. The MSAH has been widely involved in international cooperation on the subject and has attended meetings, not just on political level, but also with experts in the field. The strategic development work has primarily been the responsibility of the MSAH, which has worked hard to encourage reflection on the issue around Finland. Developments in the local level are largely due to the guidance and direction from the MSAH and the institutions it oversees, and the projects that these agencies have collaborated on. But the own policymaking and development work by the local authorities is also of huge significance. HiAP may also refer to the activities of the private sector, organizations and national and other agencies that are influential in society in promoting health. These are described less comprehensively, the main focus being on their connections with the work of the state.
Finland is a sparsely populated country of 5.4 million inhabitants. It is a Nordic democracy in terms of its social structure, culture and administration. There are several political parties, and the government is typically a broadly-based coalition. This ensures continuity for policy, as at times of changes in government some of parties continue on in the new Government. A principal socio-political policy is the welfare state, according to the Nordic model. This consists of a system of progressive taxation, comprehensive social security in the event of illness, incapacity for work or unemployment, or for ageing, support for families with children, free basic education and vocational training for all, reasonably priced health services and consumer protection. Finland has been a member of the European Union (EU) since 1995.
Since the Second World War, economic development in Finland has been rapid. At the beginning of the 1990s, however, the country was hit by an unusually deep recession, when GDP fell for several consecutive years. The level of employment soared, which resulted in a large number of long-term unemployed people, even after the economy started to recover. The pattern of source of livelihood has been changed, as has been true for Western Europe in general, from one that was dominated by agriculture and industry to service production. In the last couple of decades, the move towards the information society has been rapid.
Finland has two official languages: Finnish and Swedish. The number of Swedish-speakers has been in decline, and now stands at 5.5%. There are 9,000 Sami resident in the country, representing an indigenous population minority. Earlier, the rate of immigration was lower than in other European countries, but it has substantially grown in the 2000s. The total number of immigrants in Finland is currently around 100,000. The population of Finland may be regarded as ethnically and culturally homogenous, to a large degree. The age structure of the population reflects the growth in the elderly population, although the fertility rate is fairly high compared with the rest of Europe, at about 1.8. The standard of education is good, and no population sub-groups remain excluded from the education system.
Finland has more than 300 local authorities, referred to as municipalities. Currently, municipality reform is under work, with an aim to radically reduce the overall number of municipalities. The municipality is responsible for social services and health care, basic education, upper secondary education, town planning, the technical infrastructure, environmental protection, culture and sport. The wide-ranging administrative role of municipalities enables cooperation between the administrative sectors at local level. Municipalities have the authority to levy taxes, but they receive subsidies from the state as part-payment to discharge their statutory duties. The relationship between state and municipality is one of tension. The municipalities endeavour to defend their autonomy, whilst the state's objective is to persuade them to implement national policy in a uniform manner. Despite the tension, the municipalities and the state work closely together. The municipalities are involved in the drafting of new legislation connected with their own activities, and both sides aim to find solutions to problems that are mutually acceptable.
The Regional State Administrative Agencies, the Regional Councils and municipal coalitions operate at regional level. The regional administration of the state used to be closely involved in guiding the municipalities, but now its range of duties has narrowed down to mainly ensuring that the municipalities act in accordance with the law. The main responsibility of the Regional Councils is regional development. Health care at regional level, however, is the responsibility of separate health care authorities of municipal coalitions.
The state's control over the municipalities was earlier tight, but over time it has lost its grip to some extent. One main reason for this was the change in the state subsidies from one that was based on expenditure to one that was estimated, in the 1990s. The former system was based on the actual expenditure incurred by the municipality in the organization of health care, of which the municipality was reimbursed a part, depending on how solvent it was. With the latter system, a fixed state contribution is based on the surface area of the municipality, its population structure, morbidity, economic indicators, etc., regardless of the amount of expenditure concerned. The change boosted cost-awareness among the municipalities and prompted attempts to limit services. On the other hand, the state has introduced legislation to protect equality among the country's citizens in the form of subjective rights and has imposed minimum standards which municipalities have to comply with when delivering services. The state also guides municipalities by means of national programmes, by funding joint development projects, and by producing guides, recommendations, quality criteria and models of good practice.
The public sector has a major role in the health care system in Finland. The municipalities are responsible for public health and primary health care provision. To deliver specialist medical care, the municipalities have to belong to the statutory joint authorities, which run the central hospitals. The state supervises municipal health care by legal and financial means and by providing information and guidance. The primary health care service is in a good position to be in contact with other municipal sectors. Specialist medical care works more as a separate entity. The municipalities, like the state, have combined social welfare and health care within the same organization, so these two sectors now work closely together.
Employers have a legal obligation to arrange occupational health care for their employees, the purpose of which is to prevent work-related risks to health. Many employers provide more than the minimum obligation, including medical treatment of primary health care system and often also some specialist medical care. Employers mainly purchase the services from a private health care provider, though also from the municipalities in remote areas. 50-60% of their costs are reimbursed by the Social Insurance Institution. Occupational health care has expanded faster than municipal health care, partly due to expenditure-based state support. Occupational health care is a link for the health sector to the development of the working environment. The social partners participate together with the state in the development of occupational health care and working life.
Finland also has a private health care service, mainly to be found in the big cities and towns. Private providers have a major part to play in occupational health care, pharmacy, dental health care and outpatient services for specialist medical care. The social insurance system reimburses part of the costs to users of private health services. The levels of compensation are generally low, which is reflected by an increase in private insurance policies, mainly for children. Municipal health care in the 2000s increasingly purchased the services it was responsible for organizing from private health care providers. The non-profit third sector is active in the promotion of health and well-being and produces social and health care services to supplement those provided by the public sector.
Identifying the need for a comprehensive health policy in the 1970s
Health care in the industrialized countries after the Second World War was developed on the basis of the rapid advances in medicine. The costs of health care rose quickly. In the 1970s, an increasing number of words of criticism were heard. Critics pointed out that population health was affected by many factors beyond the influence of the health care service, and acting in accordance with them would be more productive and cost-effective. Internationally-significant was the book by McKeown [1] , in which he showed on the basis of mortality data that the impact of the health care service on the mortality was minor compared to that of social changes. In countries such as Canada, the UK and Sweden, scientific and programmatic work was carried out.
The development of the Finnish welfare state, according to the Nordic model, evolved as the country began to prosper after the Second World War. By the end of the 1960s, it was recognized as a major social problem that the health of the population lagged behind. Over two decades, specialist medical care had been vigorously developed, but the mortality rate remained high and the life expectancy among men even fell in the 1960s. Health became a political priority in the 1970s. Work on a new health policy was carried out as part of the Economic Council of Finland's plans and in further work that was based on it [2] . A 'target-means' system was examined, and the achievement of several targets was seen to depend on measures taken outside the health care system. The first steps taken were those to prevent road accidents, work-related diseases and accidents, and smoking-related diseases. Coronary heart disease had become a major disease, and the disease-specific mortality rate was among the highest in the world, especially among males of working age. The risk factors of the disease: poor diet, smoking and high blood pressure, had been confirmed in studies conducted in the 1960s. There was much debate on what action needed to be taken. A fiveyear project was started in 1972, in the hardest-hit province of North Karelia, to prevent coronary heart disease. The project aimed to influence people's lifestyles by means of a series of broad-based local measures. At the same time, a primary health care reform was carried out following the Primary Health Care Act that entered into force in 1972. It became the task of municipalities to run and maintain health centres, which now coordinated previously scattered provision of health services. The health centres were to put the emphasis on preventive work, on the solid foundation that the long-term work of maternity and children's clinics provided. Preventive work was intended to be extended to the population of working age, with a particular focus on the promotion of cardiovascular health. In practice, at first this mainly consisted of professionals providing advice to their patients on smoking and diet, and referring hypertensive patients to seek medical care. The establishment of the health centres within the municipal organization provided a new framework for intersectoral cooperation for health. However, developments in the own work of the primary health care service attracted most of the attention, and rapid progress was made in this area.
In 1976, a Health Education Agency was set up as part of the national health administration to lead the work on health promotion. The agency formed a network of liaison officers covering all the municipalities, supported by means of a programme of continuing education. At the top of the agency's agenda were primarily smoking and nutrition, though also sexual health. The agency's work soon moved away from health education in the direction of promoting health in the wider context. It aimed for cooperation and collaboration with other sectors, and, in the first instance, the national educational administration. In support of health policy, the National Public Health Institute was developed, and its remit was expanded from infectious diseases to cover major chronic diseases and environmental health. When public administration was reorganized at the start of the 1990s, the Health Education Agency was closed down, and its duties are now partly those of the National Institute for Health and Welfare, made up by the merging of National Public Health Institute and Research Institute of Welfare and Health, and partly those of the MSAH, Department of Welfare and Health Promotion.
The WHO as provider of the national development framework
In the latter part of the 1970s, the World Health Organization (WHO) adopted a more visible role in the development of a comprehensive health policy. The importance of actors outside the health care service was highlighted at the Primary Health Care Conference in Alma Ata in 1978. The following year, the WHO published a report entitled Health for All by the Year 2000 [3] , in which intersectoral action for health played a key part. The work was also developed by the WHO's Regional Office for Europe, which published a report on aims and targets [4] . The achievement of these targets required input by many sectors.
The theme was developed in the Global Conferences on Health Promotion, of which the first was held in Ottawa in 1986, and currently, the last in the series took place in Nairobi in 2009. The Ottawa Charter, on which later developments were based, used the term Healthy Public Policy [5] . Finland was an active participant in the Ottawa and contributed to the drafting of the Charter, Healthy Public Policy in particular. Since then, Finland has regularly attended the conferences, and, for example, reported on the national progress at the Adelaide Conference in 1988 [6] .
Finland was a pioneer country in the Health for All programme in the European Region, and started to develop its own policies in close collaboration with the WHO. In this connection, the Government presented the Finnish Parliament with a health policy report in 1985. It was the first document to acquire high-level approval on targets and policy lines with respect to health, even in sectors outside health care. It differed from reports on public health produced afterwards with its future-oriented approach. It consisted of 24 separate targets and the policy lines to achieve them. While it was being drafted, the content was discussed at ministerial level, with the result that the Government was committed to every aspect of the programme. Following the Parliament debate, the Government broadened the scope of the report to be established as a national Health for All programme, on the basis of which a health policy would ground [7] .
Five years later, a group of experts set up by the WHO's Regional Office for Europe evaluated the implementation of the programme. The group stated that the debate on the report by the Government and Parliament and the endorsement of the policies formulated from it had facilitated intersectoral activities in those areas where it had been previously difficult. It was important that the process had got health sector and other sectoral planners around the same table to discuss the broad-based health-related aims and targets. The programme was praised for its policies and arguments. The critics nevertheless saw weaknesses in its implementation. The programme had been drawn up largely by health experts and written in the language of planning, and the public was not well-informed of the program as a whole. The main bodies responsible for the decision-making had not adopted a permanent role in the implementation of the programme, and there was no monitoring mechanism set up to provide an assessment of the influence of other sectors on health. The involvement of different actors and agencies had been a success when it came to individual issues, but the structures for seeking opportunities for action within the broader context were lacking. Nutrition policy was presented to illustrate issues of a specific policy area and the evaluation was based on a separate in-depth analysis, indicating increasing success in intersectoral work for healthy diet [8] . The group suggested that regular health reports should be produced and that formal bodies of intersectoral cooperation should be set up. It also proposed investing in research dealing with the health inequalities between population groups. The differences were apparent, but there was not enough information about them [9] .
The evaluation was the basis for a revised programme. It relied a lot more heavily on cooperation between the state, the local authorities and organizations. The preparations aimed at a participatory approach by means of seminars, and the local authorities, in particular, were encouraged to get more involved in the process. The aim was to expand the programme out into the field by means other than administrative means, such as by arranging joint regional meetings and producing support materials for the programme. The implementation of policies was monitored, though no special monitoring indicators were imposed. Preparations were begun for drawing up the regular health reports and an Advisory Board for Public Health (also called the National Public Health Committee) was established to function as a collaborative body for intersectoral cooperation. Research into health inequalities among population groups was developed at universities and research institutes, for which funding was provided by the Academy of Finland [10] .
At the turn of the Millennium, the Advisory Board for Public Health drafted the Health 2015 programme as a continuation of the Health for All programme for the 15 years to come [11] . It was adopted as a government resolution. It represented an attempt to prioritize issues more than the previous programmes had done, to focus on the most important themes. The programme set eight broad targets and proposed 36 plans for action in order to achieve them. The targets were quantitative in nature and indicators were agreed for them. In earlier programmes, Finland had been more reluctant to set quantitative targets as it was felt that decisions on policies were more important than on levels of future targets. After reforms in 1990s, Finland had a decentralized system with high number of autonomous actors both in the health sector and in other sectors. Creating commitment and building consensus had become important and targets were thought to lead work among multiple actors [12] . Targets and indicators were also in conformity with principles of 'new public management', which was adopted in development of state administration. Health 2015 also laid greater emphasis on reducing health inequalities between population groups, because the research behind the programme had made clear that the problem was critical and getting worse.
After the completion of the Health 2015, the group of experts set up by the WHO's Regional Office for Europe once again evaluated Finland's policy on health [13] . The appraisal now focused specifically on the promotion of health, and its object was to support the implementation of Health 2015, apart from assessing the work that had been done previously. Appreciation was given to the sound Finnish tradition in health policy thinking, planning and implementation of comprehensive health promotion programmes in important topic areas and strong knowledge base and high quality research in national institutions. However, many challenges were identified. Cooperation between administrative sectors was not strong enough and there were only a few staff at the MSAH allocated to that role. The use of health impact assessment (HIA) in different sectors was inadequate, and it was necessary to build skills and expertise for it. Though national leadership for health promotion was strong, this was not the case on local level, and in municipalities there were need for resources with professional and technical skills for health promotion. The recommendation was the creation of a high-level management structure for health promotion into municipalities starting with the big cities and towns. In addition, the role of national institutions should be strengthened in planning and contributing to comprehensive, multi-channel health promotion programmes at national and local levels and assisting municipalities to implement effective practices. It was also proposed that a research and development agenda be drafted.
The feedback prompted improvements to the internal structure of the MSAH, skills and expertise in the HIA were developed and tools for practical work were developed and distributed. A project that aimed at developing the management of health promotion in the different municipalities was implemented in collaboration with the local authorities, and this led later to improved legislation. Furthermore, the Academy of Finland launched a research programme to support the programme. Many detailed recommendations were utilized in the implementation of the Health 2015 programme.
Cooperation and dialogue with the WHO have continued. At the start of the 2000s, Finland actively supported the WHO in its aim to establish a Convention on Tobacco Control that impacted on many sectors. That same decade saw the reform of the International Health Regulations, which deal with the obligations on Governments, various governmental sectors as well as private actors to prevent cross-border health risks. One important area of cooperation was the issue of health inequalities, which has been identified as one of the greatest challenges facing health policy in Finland. The WHO set up a commission to examine the social determinants of health. The commission report describes the considerable inequalities in health between population groups and how they derive from social differences. Improvement of poor living conditions and a more even distribution of power, economic and other resources are viewed as solutions [14] . Since these were almost entirely outside the scope of the health care service, the whole Government needs to take the responsibility for the inclusion of health in the work of all the administrative sectors [15] . The notion of a comprehensive health policy has been developed further at a conference organized by the WHO & Government of South Australia in 2010 [16] and at the WHO's 61st European Regional Committee meeting [17] . These highlighted the need for institutional processes for work based on whole-of-government and innovative partnerships based on whole-of-society approaches. These also reflect developments of the work in Finland. The latest step in cooperation is the WHO's 8th Global Conference on Health Promotion, to be held in Helsinki in 2013.
EU membership as a new context for policy
Finland joined the EU in 1995. Before that, the country had been involved in a partnership under the EEA Agreement, under which Finnish legislation had to be harmonized with that of the EU in certain areas. This meant that the situation had changed for intersectoral cooperation. The legislation governing many sectors would now be decided by the EU, and national powers of decision narrowed in scope. Considerations of health had first to be included into Finnish positions for decision-making in various sectors, and then, support for them had to be found among the other Member States and European parliament. Intersectoral cooperation had become more complicated.
The Maastricht Treaty of 1992 contained an Article that stated that a high level of human health protection should be ensured in all Community policies. To begin with, the Commission produced annual reports on how considerations of health were contained in the Community's various policies. This was soon given up and instead, the Commission began the development of HIA, which was connected to a wider impact assessment. Guidelines for impact assessment of the proposals by the Commission took the form of manuals from 2002.
When Finland joined the EU, it was discovered that the principle whereby health was to be taken into account in all policies, in practice had not been well established. In the early stages of membership, policies on diet and smoking came to the fore in Finland. As hereafter described (Box 1), in the early 1990s, and after much hard work, Finland had a policy on diet that favoured a reduction in the consumption of saturated animal fats, and supplying fat-free or low-fat milk to schoolchildren, as an example. However, the EU's school subsidy on milk was greater, the fattier the milk used. Furthermore, EU food aid, which was meant for the poor in the Member States, was heavy on saturated fat. As European agriculture produced a surplus of fat, which could not be sold, it was to advocate aid practice. The Finnish government decided to work in all sectors for changing the policy to support healthier diet, appealing, for example, to the health article in the EU Constitution. An excellent impact assessment of EU common agricultural policy by the Swedish National Institute of Public Health [18] worked for the same target. Within a few years, the Commission yielded and the criteria for granting the school milk subsidy were changed.
Smoking policy was problematic, as with the liberalization of trade, cross-border advertising weakened the impact of the advertising bans introduced in many countries. In Finland, the ban had been effective for two decades [19] and for this reason Finland was among those countries that promoted the prohibition of cross-border advertising in the EU. In many countries the economic arguments weighted more than health, which made the process difficult. Eventually, however, an extremely small qualified majority was achieved to decide on a directive. There was an attempt to rescind the decision in court, which partially succeeded, and the final directive was a rather slimmer version than that which was first adopted. The outcome may nevertheless be seen as a success also in the way it strengthened the position of health in what was originally an EU concerned with trade policy.
Despite the obligations of the Constitution, then, the extent to which health was taken into account in many European Community policies was inadequate. Integrated impact assessment did not consider health appropriately, as confirmed by a later study [20] , and the examples provide evidence of that constant struggle experienced at every step of the way. The subject was often on the agenda of the EU Council of Health Ministers, and in 1999, as an example, the Council adopted a resolution on the matter in response to Finland's initiative. To add more weight to the issue, Finland, when it held the EU Presidency in 2006, made 'Health in All Policies' its health theme. Finland produced a book on the subject [21] and organized a conference, as a result of which the Council adopted the conclusions for the advancement of the matter. The Commission's Directorate-General for Health and Consumers had supported Finland in the development of its Presidency theme, and made HiAP one of four main principles in its own strategic work on health. The slogan Health in All Policies was later adopted widely in the field of international health policy, replacing the earlier terms Intersectoral Action for Health and Healthy Public Policy. The terms mean more or less the same thing, although they all suggest some differences in emphasis [22] .
Economic globalization has meant that agreements on trade policy or having a trade policy dimension have more impact. When the EU is a party to an agreement, the EU Member States negotiate the contents from a harmonized position. The agreements are often also associated with significant health policy dimension. Despite the clear ruling in the Constitution though, health is not always as prominent as it should in the positions the EU adopts. At national level it is increasingly difficult to influence decision-making on health matters connected with the agreements.
Developments in national legislation, administrative structures and tools
In the early decades intersectoral health policy was based on Government-approved health programmes. They had broad acceptance in principle. But this did not result in sufficiently systematic work either at national or local level, although many important individual achievements could be cited. Consequently, a need was felt to strengthen the basis of the work through legislation, structures for cooperation, and the development and deployment of instruments. And programmes still had their place.
In the 1990s, legislation was introduced on reports on public health. The Government presented its first report to Parliament in 1996. Later legislation widened the scope of the reports to cover social welfare and health, and the Government now presents the Parliament such a report every 4 years. The law obliges all administrative sectors to provide the MSAH with information of their work in the area of health, which MSAH then compiles. The report is commonly drafted by a joint task force. In preparation for the 2006 report, exceptionally thorough bilateral talks were held between the MSAH and all the other ministries. In this way greater consensus was achieved on the part of the various administrative sectors through dialogue, and health measures were outlined on a greater scale than previously [23] . Nevertheless, it was a huge endeavour, and the 2010 report was prepared in accordance with earlier practice. The report was initially debated by Parliament in a plenary session. Later, in a rationalizing dialogue between the Government and Parliament, the status of the report weakened. Now it is dealt by the Social Affairs and Health Committee of Parliament, working alone. Unfortunately, this meant the report gained less publicity and carried less weight.
The Finnish Constitution underwent a reform in 1999. The reform entailed an attempt to strengthen the position of health by having obligations on both health services and the promotion of health. The Constitution introduced a rule, whereby the public authorities were to promote health of the population. Although the rule did not specifically mention all the administrative sectors, as in the equivalent EU Constitution, the rule was interpreted to mean that the public sector -the Government and the local authorities -were broadly obliged to promote health across sectoral borders. Accordingly, in 2006 and 2010, the Finnish Public Health Act was reformed, and the municipalities were obliged in far more precise terms to promote health. This way a legal basis was established for the HiAP principle in the work of the local authorities.
One way to provide the various administrative sectors with aims, tasks and targets relating to health is a Government Programme. The parties forming the Government negotiate the programme before the Government is appointed. Over the years, Government Programmes have gradually become more precise, binding and comprehensive in the way they provide guidelines for the Government and the ministries. The Prime Minister's Office monitors the implementation of the Programme in detail, with the support of the indicators chosen. All administrative sectors have to comply with the Programme, and, for that reason, it is an excellent context for assigning tasks related to health as well as other horizontal tasks. The problem is the limited time allowed for the drafting a Government Programme and that the work is carried out by groups assigned to particular subject areas, which easily result in a sectorized programme.
The MSAH have laid its own groundwork for drafting Government Programmes, and organizations working on promoting health have made use of the opportunities for influence available to them. The importance of health promotion has been stressed in the Programmes, and the HiAP principle has been mentioned in the last two. The references are, however, very general and aspirational compared to the much more detailed positions adopted for many other sectors and even health services. This being the case, concrete measures may easily fail to obtain the support they need, and the benefits of close monitoring are diminished. The weight provided by the commitment of the whole-of-government and the Prime Minister's close scrutiny, has not been fully applied to the benefit of health promotion.
In addition to the Government Programme, at the start of the Government's term of office, a four-year health programme is drafted, which the state uses to guide the work of the local authorities. In addition, while the Government is in office, other national programmes may be prepared. Examples are those concerned with physical activity and diet to promote health [24] and to reduce health inequalities [25] . Nationwide indicators are applied in national programmes, which the local authorities are also obliged to refer to. Data collection and the use of indicators support intersectoral management. Variables to monitor health and the key determinants of health are used.
Important structures of cooperation are the intersectoral boards and committees. The Advisory Board for Public Health that was established since the first WHO policy evaluation, has been an important body covering every aspect of health policy, representing almost all the administrative sectors, the local authorities and non-governmental organizations. Initially its members came from the highest ranks of the ministries, but over the years representation has focused more on lower levels. The MSAH also has intersectoral advisory boards with a narrower scope of activities. Health issues are also the responsibility of the National Nutrition Council under the Ministry of Agriculture and Forestry. The Council has representation also from the private sector, as well as the Road Safety Council under the Ministry of Transport and Communications. The former body is responsible for national recommendations on diet and nutrition and the other drafts programmes for the Government to promote road safety. Placing a Council outside the MSAH may have improved its chances of achieving broad commitment to health targets and effective implementation.
One important forum for horizontal policy is the preparation of national positions for EU policymaking. When Finland became a member of the EU, a committee responsible for EU affairs headed by the Prime Minister's Office was set up, having all administrative sectors represented. The committee and its sections draft national positions for meetings of the Council of Ministers. If the committee is not unanimous, the matter is referred to the Government to decide. In the work of the committee, the health sector becomes involved in the work of all sectors at the drafting stage, and enters into dialogue on health policy with the others. Good experiences of EU coordination have partly strengthened the view of the importance of horizontal policy and the Prime Minister's active involvement as the one who oversees it.
HIA is a key tool. Environmental impact assessment became statutory in 1994 for projects that can significantly affect the environment. The assessment includes HIA for which the MSAH has provided guidelines. It has to be carried out mainly by private enterprises, but there are also projects in the public sector that require it. HIA has developed in terms of its scope. Initially, the focus was mainly on chemical and physical environmental risks and their risks for health. Later, it became broader in outlook and now covers effects on mental health, for example.
In some sectors, HIA is an essential part of the work, even if there is no legal basis for it. An example of very detailed HIA is the assessment carried out by the Ministry of Transport and Communications as a basis for its work on road safety. The impact on health of various safety measures in terms of saving lives and avoiding injury has been assessed with reference to very precise empirical data. Health losses have also been assessed in financial terms. This has led to decisions on measures to be taken, such as the use of speed limits. It is evident that when the benefit to health has been made visible, it has also been possible to make favourable decisions on health. The number of people dying each year on Finnish roads fell from over 1,000 in the 1970s to under 300 in the 2010s, despite the much greater traffic load on the road now.
The Government's legislative proposals always include an evaluation of their impact. According to the guidelines issued in 2007, also health impacts must be assessed as a part of the range of other social impacts. The guidelines make reference to the support material provided by the National Institute for Health and Welfare and the support generally available from the Institute. Studies show, however, that HIA still plays a fairly small role in legislative proposals. Many ministries just do not have the skills and expertise for HIA or even to procure a relevant service from outside. For example, the Institute has conducted assessments of proposals for policies on alcohol. The Institute has, however, no obligation or sufficient resources to take part to any great extent in an assessment of the impact of Government proposals.
Development of local structures and tools
Strong autonomy of municipalities allow for local cooperation between administrative sectors, as previously discussed. Hence cooperation at municipal level has long prevailed. Schools provide a good example of the way health has been dealt with and of cooperation in matters of health with the health care service, well before the introduction of the Public Health Act. For instance, a free hot meal at school was introduced for all pupils in 1948. Public health nurses had their consulting hours in school buildings. Health education has been an obligatory subject for everyone at comprehensive and upper secondary school since the start of the 2000s. Home economics lessons at comprehensive school have provided information and skills relating to healthy eating.
In 1972, the Public Health Act provided a new basis for preventive work in the local authorities. However, the work focused primarily on health centres, and mainly the public health nurses working there. These were not in the strong position that fruitful cooperation with other sectors call for. There were some successful involvements on the part of other sectors. For example, schools and kindergartens cooperated closely with the local health services to promote children's dental health, which achieved good results ( Figure 1) .
The MSAH has, through its policies, endeavoured to steer local authorities in the direction of intersectoral cooperation, and the institutes subordinate to the MSAH supported this aim through a long series of development measures. Progress by local authorities has been varied. There are plenty of good examples, but in many municipalities, health promotion has been minimal, apart from statutory preventive services. The greatest challenge for the municipalities has been the resources available for health promotion. Resources within their health budgets are competed for together with medical services, and the latter fares better when the scarce resources are allocated. Before the year 2006, the obligations of health promotion had been expressed in legislation more vaguely than those to do with medical services, so they allowed for greater flexibility. The local authorities stand for election every 4 years, and long-term work does not always receive adequate attention. During economic depression in the 1990s, municipalities made cuts in their budgets, and health promotion suffered remarkable losses.
The revisions of the Public Health Act in 2006 and 2010 clarified in greater detail the obligations that local authorities have in the area of health promotion. The legislation imposed an obligation on municipalities to recognize health in all their policies and utilize HIA, to cooperate with other public and private bodies and non-governmental organizations in health promotion, to monitor health and health determinants and prepare regular health reports, and to pay special attention to inequalities in health. In order to implement the new legislation, the state has invited the local authorities in developing strategies and tried to support development by means of projects, to seek workable management models and structural alternatives to municipalities of different sizes and varying situations, and to develop tools and strengthen expertise.
The National Institute for Health and Welfare has produced materials to support local authority management. Under the good practice model, health promotion is managed from the municipality's central management, and the role of the sectors is decided by the municipality's management group. In the large municipalities, it may be appropriate to have a separate intersectoral welfare group. The health sector contributes the necessary expertise with respect to health. For purposes of regional cooperation, it may be necessary to have a regional welfare management group, consisting of representatives from the local authorities, regional actors such as the Regional State Administrative Agencies, Universities of Applied Sciences, the traditional universities and non-governmental organizations.
Welfare management relies on knowledge on the state of the population's welfare and health, and trends in its development. The revision of the Public Health Act imposed an obligation on the local authorities to monitor the health and health determinants of the residents, by population group. At the same time, support is provided to the local authorities in this task. The National Institute for Health and Welfare has set up nationwide statistical information systems, which allow access to data for each municipality on indicators considered to be the most important. Data collection on the part of the municipalities is also obviously important. A municipal welfare report is compiled on the basis of the data. Some municipalities had produced these reports before, but it has been a legal obligation for all municipalities since 2011. A more comprehensive report must be produced every 4 years, and a more compact version annually. The description of health determinants in the report supports large-scale health promotion and provides a basis for strategic development.
The 1990s saw the development and broad deployment of school health questionnaires: the data collected from pupils was compiled into a report for a particular school. There was information on pupils' symptoms, risk factors, illnesses and diseases, and the school environment. This summarized data was published and discussed between parents, teachers and health care personnel. It also attracted the attention of the local media. The surveys have proven to be an excellent way to trigger local interest in, and debate on, the subject of health and the factors impacting it, and this has also been reflected in practical work. Locally the surveys have well highlighted that health is not just in the hands of the health care services. They have established a basis for municipal reports on welfare, which, when they function best, can lead to similar dialogue within the municipality. The school health reports have also been used for monitoring at national level.
Activity of engaging in health promotion by the local authorities has been monitored systematically since 2005. A follow-up in 2011 shows that many local authorities were active, but a significant number have not yet fulfilled their criteria set up the law. All eight targets under the Health 2015 programme were included into the municipal action and financial plans in 66% of local authorities, and they were more commonly included in the health centres' plans.
HiAP needs knowledge and understanding in assessing public health within municipalities, both among the health sector and beyond. Expertise in public health in the municipalities is still inadequate, though improving. Furthermore, outside the remits of health service improvements can be seen, on account of the increasing health literacy provided in health education at school and the growing attention to health issues in the media. Catering staff at kindergartens, schools and many other work units has been educated on how to prepare healthy food through vocational courses, and this is supported by national dietary recommendations. Employees at the municipal sports and leisure sector have been trained in health promotion. Furthermore, those working in town planning and technical services possess a degree of expertise in matters of health.
The National Institute for Health and Welfare has developed HIA in partnership with local authorities. It has been combined with a social impact assessment, and together they are known as human impact assessment. The Institute has produced a manual for the local authorities to aid assessment work. Active municipalities have adapted this in the work of the different administrative sectors, but progress has been slow. By 2011, only a third of municipalities reported on the use of HIA in their work. With the revision of the Public Health Act effective in 2011, assessment became the responsibility of the local authority. For the proper enforcement of the law, the local authorities are likely to require expert assistance. Unfortunately, the Institute has had to cut its resources in this area.
Activities on health determinants in different policy sectors
Policy on diet and nutrition was one of the first priorities in a conscious intersectoral health policy, when research had shown the Finnish diet to be very harmful to cardiovascular health. The health service began their education on the subject, and dieticians were involved in the work as a new professional body. In 1972, a report by the Economic Council emphasized the need for measures outside the health sector.
That same year saw the launch of the North Karelia project, which aimed at province-wide involvement in the work. The project took the form of intensive health education programme within the region, which was supplemented by measures to make mass catering healthier. The project also led to innovative partnerships with industry in product development aimed at development of healthy products accepted by residents. The project work was continued after the original 5-year period allocated for it, and the National Public Health Institute was commissioned to exploit the experiences gained from it elsewhere in the country [26] .
Despite the input on the part of the health sector, there was no political consensus in the 1970s and early 1980s regarding the direction for nutrition policy. A big share of the population was willing to keep to the traditional diet. The unhealthy diet the Finns had adopted had its many advocates, especially those working in the interests of national agricultural and food industry. In 1981, the Nutrition Committee nominated by the MSAH made national recommendations for a healthy diet. Financial incentives and legislative restrictions, however, worked against the aims of the recommendations, unchanged. Nevertheless, positive changes in behaviour evolved (Figure 2 ). Important steps forward were included in the Government's Health Policy Report of 1985, which achieved political consensus on a health-based policy on diet and nutrition, and, thereafter, the Coronary Heart Disease Committee, which drew up practical proposals for what was at the time fairly radical measures (Box 1). Since then, the nutrition policy has been developed by the work of the intersectoral advisory board set up by the Ministry of Agriculture and Forestry. The board has developed national, and later, in cooperation, pan-Nordic recommendations on diet and nutrition. Consumer protection has worked on developing informative package labelling.
Nutrition policy, policy on smoking and tobacco, and the prevention and treatment of high blood pressure have resulted in a dramatic reduction in the rate of mortality due to coronary heart disease (Figure 3) . For a long time, the decreasing trend was due almost exclusively to a reduction in risk factors [27] , and in recent years, increasingly, also to developments in treatment. Decline in a major risk factor, serum cholesterol, is attributed mainly to dietary changes, especially fat quality [28] . During last few years, however, there has been active critical discussion on diets in media, and new diets such as lowcarbohydrate diets, have become popular. The use of saturated fats has turned to increase, and the ongoing decrease, starting from 1970s, of the mean level of serum cholesterol has been reversed. This has been predicted to reverse also the decreasing trend of mortality due to coronary heart disease.
Food safety has not been the responsibility of the health sector, although the sector has collaborated in the work. The ministry responsible for the work is the Ministry of Agriculture and Forestry, and the Finnish customs, subordinate to the Ministry of Finance, has also had its part to play. At local level, it is the responsibility of the municipality, which organizes the work as a part of health and environmental surveillance. Safety standards have been high. With EU membership, agricultural policy and food safety have entered the realm of Community policymaking, but the national authorities are responsible for the enforcement of EU law.
The tax policy of the Ministry of Finance has an impact on consumption. The Finnish Act on Excise Duty on Tobacco specifically states that one purpose of the tax is to support the aims of the Anti-Smoking Act, which are to reduce the harm to health from tobacco. There is no equivalent provision in the legislation on alcohol. In practice, price levels for both products have been kept high, both to limit consumption and to increase state tax revenues, yet not as high as the health sector would have hoped for. An 
Box 1: Coronary heart disease and the breakthrough in policy on diet and nutrition
In the 1960s, scientific evidence had shown that a major causal factor for coronary heart disease was poor diet, mainly in the form of saturated fat. Consequently, a key in the prevention of this biggest public health problem in Finland was thought to be a change in diet. This required not only a change in consumption habits, but also in production, as at the time, the food supply was largely on a domestic basis. Changing people's food culture was not going to be easy. The public were by no means prepared to accept what had been discovered, and there was an intense public debate on the subject, partly fuelled by the North Karelia project. Health care professionals had adopted the new information by the start of the 1970s, and acknowledged it in their work. Nutrition became a key responsibility for the Health Education Agency, founded in 1976. By the end of the decade, the MSAH had set up a Nutrition Committee, which produced the first national dietary recommendations. The main focus was on cutting down on saturated fat and salt in the national diet.
An important basis of agriculture was cattle breeding and milk production. There was a surplus of milk fat, owing to which Governments were interested to support increase of the consumption. Consumption was encouraged through fiscal policy, which favoured milk fat and penalized vegetable fat. Legislation placed restrictions on the entry of low-fat milk products and products containing vegetable fat onto the market. Despite the problem with surplus, production of milk fat was supported to guarantee farmers' income levels. The MSAH tried to promote a change in policy in the Government, but the Ministry of Agriculture and Forestry and the Ministry of Finance were both opposed to it. People were being pulled in opposite directions by the health services and hard political measures.
The conflict in nutrition policy became a crucial issue during the drafting of the Government's health policy report in 1985. The MSAH negotiated the content of the sections on nutrition with the Ministries of Finance and Agriculture and Forestry. Despite conflicting views, some generally-acceptable objectives and policies were written, and these supported the health angle. No decision on practical action was made. The dialogue was continued by the intersectoral Advisory Board on Diet and Nutrition. Based on the objectives in the report, in 1987, the Board published new dietary recommendations to reduce the risk factors associated with coronary heart disease. The same year, political will had progressed so far that the Government set up a committee to make proposals on the practical implementation of the recommendations, for example, through the control of food production and pricing.
The Coronary Heart Disease Committee had representatives of the MSAH, Ministry of Finance and Ministry of Agriculture and Forestry on board, as well as administrative sectors of the Ministry of Trade and Industry and the Ministry of Education. The focus of the Committee's work was the reduction in consumption of animal-based fat. The Committee succeeded in making concrete proposals, adopted unanimously, on what was then a very difficult issue in political terms. The proposals were based on the arguments in the health policy report and the recommendations of the Advisory Board on Diet and Nutrition. Consensus meant that the sectors present were committed to the implementation of the proposals.
The Committee assigned the following tasks to the administrative sectors involved:
MSAH: systematic endorsement of the prevention of coronary heart disease in municipal primary health services, specialist medical care and occupational health care. Ministry of Finance: discontinuation of tax policy that favours milk fat, and a gradual progression towards tax-neutral treatment regarding edible fats. Abolition of the countervailing charge on low-fat milk products. Ministry of Agriculture and Forestry: a switch in the priority for agricultural production from milk fat to the production of grain, vegetables, berries, rapeseed oil and fish, using economic policy instruments, and a reduction in the fat content of milk produced, through developments in livestock breeding and feeding. The food industry and trade were not represented on the Committee, but it was suggested to them that an adequately large range of products would be available in line with the dietary recommendations, low-fat goods in particular, and that the salt content of food were to be reduced. The Committee's proposals were implemented within a few years. Today, the availability of low-fat products, proper labelling and reasonable prices are all taken for granted. And, for example, unadventurous as it seems today for the Committee to suggest that low-fat (1%) milk should be readily available everywhere in the country: fat-free milk which is now consumed frequently, was not available at all at the time. The result of the work done together by the sectors can be regarded as a breakthrough in policy on diet and nutrition aimed at better health -after 20 years' efforts. exception to this general policy was the reduction in tax on alcohol in 2004, when, as a result, the far lower prices for alcohol led to a huge increase in alcohol consumption and health problems (Box 2). Price flexibility relating to the consumption of both products is all too well known, and the effects of tax decisions could have been very well predicted. From the perspective of diet policy, taxation up till the start of the 1990s mainly worked against health targets. An exception was the tax on products containing sugar, which was in effect up to the end of the 1990s, and then abolished, though it was brought back in again in 2010. Currently there is a debate going on with respect to tie the tax on food to healthy criteria, stimulated by increased incidence of obesity and diabetes. The programme of the present government mentions that health and environment will be emphasized in the development of tax policy.
Occupational safety and health is outside the scope of the health sector, but the responsibility of the same ministry, so cooperation between the two domains is coordinated by the senior management of the MSAH. The Ministry of Employment and the Economy is responsible for the development of working life and employment. The number of accidents in the workplace and occupational diseases has gone down and is low, when compared internationally. Early retirement owing to work disability has been more common in Finland than in many European countries. It reflects not only the state of health of the working population, but also the pension system and the demands on people at work. In the 2000s, mental health disorders, and depression in particular, have been leading cause of early retirement. It is evident that it has been difficult to find adequate ways to control new risks associated with changing work patterns. Solutions to the problem were sought as part of the National Depression Project 2008-2011. The Ministry of Employment and the Economy and the MSAH have worked together to ensure the work ability and health of those who have become unemployed. Development of working life and improved well-being in the workplace to promote the health of employees and to extend the number of years spent working have been important goals of social policy this Millennium.
The Ministry of the Environment has strong connections with the health sector. Many environmental norms, such as those with respect to noise and air quality, have a health-base, and they are drafted as collaborative efforts between sectors. The collaboration also relies on the involvement of other sectors, such as transport and industry. Traffic emissions, for example, have a remarkable health impact on city areas, and the measures to reduce the emission levels have been gradually introduced through fuel grading, exhaust gas cleaning and reducing traffic through urban planning. Wood is commonly used as fuel in Finland, and the heating of detached houses and other small dwellings by burning wood produces harmful emissions in residential areas, in the winter in particular. It is the task of the health sector to produce the health expertise required to combat environmental health risks. For that, the National Institute for Health and Welfare has set up a unit dedicated to environmental health issues, which caters for the needs of many administrative sectors.
Over the past few years, the Ministry of Transport and Communications has implemented measures to encourage the building of walkways and cycle routes, even though the effect of this work has not yet been reflected on the continuing growth in motor traffic. These alternative transport options are beneficial not just in the reduction of traffic emissions and accidents, but also in terms of people's physical activity. The work by the Ministry of Transport and Communications to improve road safety may be regarded as particularly successful. Closely involved in this endeavour too are the MSAH and the Finnish police under the aegis of the Ministry of the Interior.
Collaboration between the health and education sectors are strong in Finland, both at national and local level, as the examples provided earlier have shown. The education administration is responsible for pupil welfare, which works in collaboration with
Box 2: Lowering the tax on alcohol
An example of the reduction in the tax on alcohol illustrates a failure from the heath policy, and probably also economic policy point of view. The tax on alcohol was cut in 2004, when the end of the transitional period for neighbouring country Estonia's EU membership freed up the importation of alcohol from there into Finland. The low prices in Estonia were expected to greatly increase alcohol import by travellers, and for this reason the Ministry of Finance proposed lowering the tax on alcohol by an average of 33%. This was thought to be enough to maintain domestic sales at the level they were, and to reduce the fall in tax revenues and in the profits of Alko Oy, the state-run alcohol retail monopoly. It was also believed to protect businesses that were dependent on alcohol, such as retail business selling beer. But the lowering prices were known to increase consumption, as well as the number of alcohol-related disadvantages. Economic considerations were in conflict with public health. The health impacts due to the tax cuts were carefully assessed. The explanatory statements in the Government proposal suggested that the reduction was increasing the number of alcohol-related deaths by 600 a year, and that the number of heavy drinkers was expected to increase by 200,000. But in the Government's decision-making the direct economic consequences carried more weight than considerations of public health, and the reduction went ahead.
Later developments showed that the assessments of the issue were pretty much spot on. Consumption leapt up and levelled at much higher than before. This was seen directly in the mortality rate due to alcohol (Figure 4 ). Alcohol-related diseases and poisoning have become the most common cause of death among people of working age -both males and females. Additional deaths, lost working time, social problems of families and other disadvantages have remained a fairly permanent phenomenon, and in addition to the loss of tax revenue due to the lowered tax, cause huge financial losses to the society, from one year to the next [30] .
The Ministry of Finance also proposed a considerable reduction in the tax on tobacco, along the same lines. The health argument as far as tobacco was concerned won, however, and no tax cuts were introduced. The gradual downward trend in tobacco consumption has continued. The Ministry of Finance predicted in its draft budget a dramatic fall in the tax revenue on tobacco owing to the increase in import by travellers, but this did not happen: the revenue remained virtually unchanged. This suggests that the economic consequences from leaving the alcohol tax as it was or having a smaller reduction in tax would have been far lower than estimated.
Neighbouring country Sweden was in the same situation as Finland, but acted otherwise. It did not lower the tax on alcohol. As expected, this led to an increase in import of alcohol and a fall in tax revenue. The situation did, however, not prevail long, as after a couple of years there was less alcohol being brought in, and domestic sales were increasing. Overall consumption of alcohol remained virtually as it had been and so did the disadvantages. The financial losses of the Swedish state thus remained mainly temporary and broad-scale health problems were avoided. the school health service. Promoting the health within the school community and dealing with the problems of school children increasingly calls for multi-professional expertise. The Ministry of Education is also responsible for promoting sport and physical exercise, whose importance has been emphasized due to the growing number of overweight people. Health-enhancing physical activity has been endorsed in sport policy, where, traditionally, the greatest attention has been on competitive sports. Policies on health-enhancing physical activity and healthy nutrition have been validated in a government resolution. Main targets groups for the sports policy have been children and young people, but the Ministry of Education and MSAH, spurred on by overweight and obesity, have cooperated closely in the last 15 years to encourage more adults to take exercise.
During 1986-1996, the health, social and police services worked in collaboration on a project to prevent suicide. The number of people committing suicide in Finland, especially among men, was one of the highest in the world. The objective of the project was to reduce the number of suicides. During the running of the project, the number of suicides did being to drop, and the trend continued after the completion of the project (Figure 5 ). Following the external evaluation of the project [29] , other largescale projects were set up to develop the promotion of mental health. One successful model of preventive mental health work was built in a collaboration between the social welfare and health sector and the Finnish Defence Forces in support of those discontinuing military service, for whatever reason.
Other actors
The work of many actors besides the public authorities has an impact on public health. Non-governmental organizations, the private sector, the media and the public also have an influence that is probably greater than in the past. The background to this trend may well be developments in the information society and a model based on the active input and influence of the whole of society alongside the former hierarchical state-led structure [31] . As the work of other actors has evolved, the state has had to assess its own role. It has given space and support to the work that the various actors do in areas they consider important. They have achieved better results than public organizations with regards to many issues, which is due to the skills and expertise they possess, their flexible approach, the knowledge of variety of circumstances and population groups, and the confidence they inspire. For example, halting the spread of HIV among drug users in the 1990s was the result of one organization's own model on a needle exchange and health education programme. The MSAH supported the endeavour financially, but the public scheme was unable to set up a scheme that required such exceptional flexibility and confidence to work.
In Finland there are plenty of non-governmental health organizations, and many even go back 100 years. They have undertaken what they see as pioneer work to battle health problems. The public health service has adopted as their responsibility many of the tasks and remedies that were originally developed by organizations. Maternity and child care in Finland is an early example of this. The organizations frequently implement their development projects in collaboration with the local authorities, the aim being also development of municipal practices. The organizations may also engage in flexible partnerships with the private sector. In recent years, the organizations have been active, for example, in developing approaches to mental health work and social support, for which there is increasing need, with the changes in society and the nature of the problems that exist. The organizations are able to provide the sort of sense of community that a public system is unable to do. They have had a major role to play in the prevention of exclusion and relieving poverty.
The non-governmental health organizations were often established around one single disease or a group of diseases. For that reason, they have rapidly increased in number. Over the past 20 years, the role of joint bodies for the organizations has grown. This is partly due to collaboration with the state, where the state has been keen to find partners that broadly represent the very fragmented field of organizations.
Although the organizations obviously decide on their own work and activities, the Government may steer the course of their work by means of financial instruments. Finland has a gambling monopoly in the form of the Slot Machine Association, having non-governmental organizations in the social services and health sector as members. The profits from gambling are used to support these organizations. The Slot Machine Association works in partnership with the Government. The MSAH set outcome targets for the Association's support activities every year, and these in turn support the Government's health policy targets. The Government validates the share of profits for the organizations. In addition, the state budget has a fund earmarked for health promotion, a share of which has also been used to support projects run by organizations. The social and health organizations thus act as partners that supplement the work of the public sector in their numerous health promotion projects.
The public and private sectors have worked together in the promotion of a healthy diet. A fruitful collaboration had already been built with businesses in the food industry during the North Karelia project back in the 1970s, in order to improve the development and availability of healthy food products. Cooperation between health experts and the food industry has continued with the development of foods that have a positive effect on health and the promotion of their consumption [32] . These functional foods are now widely available. One example of cooperation, in which a non-governmental organization was also involved, is the heart symbol introduced in 2000 by the Finnish Heart Association. Its purpose is to help consumers choose foods that are good for the heart. The symbol indicates the products that are healthiest among different product groups. Now more than 900 products carry the symbol, and surveys show that 80% of consumers are familiar with it. Cooperation on dietary issues has not always been smooth, and sometimes tough conflicts have resulted when a company in the food industry has tried to contradict scientific knowledge regarding the link between fat in food and cardiovascular disease.
An example of successful cooperation relates to the banning of smoking in restaurants and pubs, which was introduced in two stages. The MSAH negotiated the arrangements with employer and employee associations and unions of the catering industry, and formulated a legislative proposal in accordance with what had been jointly agreed on. On reaching consensus, the parties committed to introduce reforms, despite the fact that a remarkable share of members of both sides opposed it vehemently. A common position was vitally important if Parliament was to adopt the legislative proposal and implement the new law, and this succeeded without any major problems. The successful outcome of the talks was partly due to the fact that public surveys had shown the majority of people being in favour of the reform. Those opposed to it expressed fears of a recession in the restaurant trade. So far this has not been the case: the sector has seen steady growth, in fact.
Similar consensus was not reached in the prevention of alcohol-related problems. The retail of strong alcoholic beverages and wines is under the control of a state monopoly, but beer and cider are sold widely in shops and at kiosks. There is very obvious and large-scale marketing of the brewing industry. Health experts have criticized the image of alcohol in advertisements, where it is associated with happy and luxurious life. This is assumed to increase consumption and the number of problems, among the young, in particular. Parliament too has adopted initiatives to ban this kind of advertising. In 2009, the MSAH set up a work group to draft restrictions on the advertising of alcohol, in which the health authorities, the Federation of the Brewing and Soft Drinks Industry and the retail trade were represented. But the work group did not achieve consensus and no progress was made in this area. Like in the tobacco industry, the alcohol industry or associated businesses try to deny, or at least play down, the link between advertising and consumption. To go forward, the Government started in 2012 official work on the matter, with no partners being involved.
In sectors that share similar goals with the health sector, the private sector's health targets naturally lead to action. A good example is the sports, fitness and well-being services provided by the private sector. Today physical activities of children are largely organized by voluntary sport organizations, whereas adults use commercial services. There is increasing number of opportunities for promoting health: for example in the travel and tourism and catering industries. The insurance sector in a health-promoting role is a far less significant in Finland than in countries where the health service is based on private insurance.
Companies put much effort in promoting the health and well-being of employees. At national level, this is supported by the social partners, which have implemented a large-scale project to develop sports and exercise in the workplace, in partnership with MSAH. Employers can contribute to the process by issuing tax-free sports and fitness vouchers. A lot of attention has also been paid to catering in the workplace, and, in recent years, there has been investment in healthy eating for those who work irregular hours or commute as part of their work. Workplaces and their occupational health care services work together in promoting employee health. Unfortunately, there are major differences between companies, and people engaged in uncertain, temporary and low-salary work usually have least healthpromotion at work.
The media plays an ever-increasing role as an actor that increases knowledge and understanding and influences policy. Furthermore, entertainment has become the way to strongly influence people, which, for example, the tobacco industry realized early on. The media is obviously responsible for much self-contradictory content, on the basis of which the public have to make their own choices. The promotion of health and fitness has gained an increasing attention in the media. There is also much on the subject of diet and nutrition, though the health angle is less predominant. The messages displayed often do not go in line with official recommendations, as was mentioned earlier in connection of new rise in the consumption of saturated fat. Imposing the issue of health in all areas of life is also criticized in the media, but the main focus has been support -and a demand -for the wide recognition of the importance of health. A rapid rise of social media has accelerated discussion on health among people and given rise to new challenges, but also possibilities, for health promotion.
Ordinary people impose their own conditions on their lives. In the information society, people obtain information through many channels, and they now have far more opportunities to influence and participate. Although experts participate in the spread of knowledge to a greater extent than previously, and there is trust in them, there are increasing opportunities for alternative views and critical debate available. People can have the most direct impact on their own working and local environment and improved health there. For example, the study and prevention of ill health from indoor air began and progressed on largely as an initiative by the public. The production and dissemination of local knowledge and information pertaining to health have prompted people to take action, as shown by school health reports. The transparency of administration and the assessment of all impacts of policy-making will boost ordinary people's chances of having an influence on the things that concern them. Health as part of a range of broad social objectives
The obligation to public authorities in the Finnish Constitution to promote health has consolidated the position of health as a broad social objective. Horizontal policy at national level is the responsibility of the Government as whole, and its coordination is the responsibility of the Prime Minister's Office. In the 2000s, Finland has strengthened the status of the Prime Minister's Office, one reason for which being the desire to implement horizontal policy in order to resolve major problems.
One major challenge is the prolongation of worklives. In the context of the rapidly aging population this is regarded as essential for the economic sustainability, continual economic growth and restrictions on the increase in social expenditure. It has been on the agendas of several recent governments. The present Government does not aim to raise general minimum age for old-age retirement, but has a target to achieve higher mean retirement age through other measures. In this way, the health and work capacity of the workforce become crucial factors. In order to preserve work capacity for as long as possible, measures have been put in place to promote the health of the working population and to shape the demands of work to be more supportive of people continuing in work, including flexibility of the demands, according to the workability of the worker. When under guidance of the Prime Minister's Office, it has been possible to use the resources of different sectors.
Alongside the resources available for the health care, and occupational health care in particular, the social security and the associated rehabilitation system have been developed, together with other aspects such as employment itself, working conditions and training. The Government has assigned a major role in this to the Social Partners. Expected age of retirement has gone up for the past 15 years ( Figure 6) .
During the Government's term of office 2007-2011, intersectoral policy programmes were adopted to achieve broad objectives calling for horizontal work. One of these was a health promotion policy programme. The two others were to do with work, entrepreneurship and employment as well as the well-being of children, young people and families. Hence they all had connections with the promotion of health. The Prime Minister's Office coordinated the policy programmes, but those leading them were located in the ministry with the main responsibility for them, so the head of the health promotion programme was based in the MSAH. The programme had a steering committee, with several key ministers as members. A lot of measures of the various sectors were realized under the programme, including those relating to diet and nutrition, culture and sport and exercise, and the programme also promoted the implementation of a health inequalities programme scheduled for the Government's term of office. The coordination procedure on the part of the Prime Minister's Office, however, was not very robust, and the responsibility for the programme was largely left to the MSAH. The programme was therefore mainly implemented using the traditional model, in which the health sector tries to get others involved.
Preparing for exceptional situations and emergencies is under the supervision of the Prime Minister's Office. They may concern major threats to health, and the health sector has a key role to play in general preparedness, but these situations affect the work of most of the administrative sectors. For example, the National Preparedness Plan for a Pandemic involves tasks and responsibilities for many sectors in accordance with the WHO recommendation in 2009 [33] . This plan was tested in practical terms when the swine flu pandemic of 2009-2010 was declared. At the time, activities in practice were managed by the MSAH. The cooperation between the sectors worked well, and, as an example, the role of the sector of the Ministry of Employment and the Economy was considerable in ensuring material readiness.
At the WHO's European Regional Meeting in 2011, the theme of Governance for Health [17] was raised. This meant cooperation that aimed at good health on the part of all administrative sectors, the public and private sector, and citizens with a common interest. The basic notion is that in the information society, the power is more evenly spread, and is no longer concentrated in the hands of governments. All of society needs to understand its own responsibility for health, but will also benefit economically from improved health, improved competitiveness and social capital. The theme emphasizes those elements that are viewed as important in Finland: moving health away from the experts and placing it in the hands of the people, the opportunities and responsibility of all actors and the Government's overall responsibility and broad approach to acknowledging the importance of health in its policies. This is reflected in the broad targets for health in the Government Programme and greater scope for participation on the part of citizens and other actors as health literacy improves, information systems and health reports develop, and media cooperation increases.
It is nonetheless obvious that activity of the health sector has been crucial in the achievement of the status that has been accorded to health in society and in other policy sectors. Many measures in other sectors would not have gone ahead without the profound understanding on the part of the health sector concerning determination of health and how to influence it. The health sector has brought health challenges, the potential for resolving them, and consequent benefits to the attention of those who manage horizontal activity and of other sectors. Its special role will not diminish, despite HiAP being endorsed, and central administration hopefully will take more responsibility for health. The health sector needs to promote the issue of health, especially when the Government is not giving it enough attention. It must work on its behalf, so that the acceptance of fine principles actually also leads to the action required. The health sector's active influence at all levels, the identification of opportunities and the exploitation of favourable situations are pre-requirements for successful health promotion [34] .
Health inequalities
Regional health inequalities have long prevailed in Finland. Statistical data show that differences in the mortality rate were already sharp in the 19th century. The differences mainly moved in line with economic and social development, where better health standards were observed in more developed areas. The reforms in the 1970s, above all the Public Health Act and the control of resources that came with it, as well as later health policy, attempted to reduce regional differences, which has partly been succeeded.
At the end of the 1980s, there were more robust efforts to examine health inequalities between social groups, which the regional differences were partly based on. These turned out to be considerable in Finland, compared to other Nordic countries (Figure 7) . A great deal of research has been carried out into the problem since. Reducing the differences has been very much the goal of health policy since Health for All, and this objective has been contained in Government Programmes for the last 20 years or so.
The differences were connected to education level. Naturally, education provides intellectual, financial and other resources for ensuring one's own health. High standards of education also result in better working conditions and other conditions of life. Society, however, has also invested more in the health of educated people. As an example, those studying at universities have had a separate health care service, which is of a higher standard than that for those studying in vocational colleges. Occupational health care tends to be available more comprehensively the 'better' the job is, and temporary employees often still have had no access whatsoever to occupational health care services, although, under the law, these should be available for everyone.
Health inequalities are linked with the social determinants. They are mainly affected by policy measures, not through the means of the health care service. For that reason, HiAP has been drafted as a key factor to reduce them. The differences are attributed much to alcohol and tobacco, as intermediary risk factors. Large-scale measures to lower these risks are therefore important to reduce health inequalities. Prices of alcohol and tobacco have shown to have a strong effect on their consumption among those with low social status. Thus, tax policy has been justified as a way to reduce health inequalities. Furthermore, the provision of conditions supportive for health has been regarded as important. For example, a ban on smoking in the workplace was shown to reduce smoking and exposure to tobacco smoke more among workers and the less educated than among white-collar staff and the highly educated [35] . A system of comprehensive, free food catering in comprehensive schools, as well as subsidized meals for students and workers, have been considered to be ways to reduce health inequalities associated with diet and nutrition. They are considered as having contributed to the Finnish diet becoming healthier, although the differences among population groups are still significant [36] .
Although regional health differences have evened out somewhat, there has been no reduction in health inequalities between social groups in Finland over the past few decades: they may even have increased, according to many indicators [37] . The same concerns differences in many risk factors. For example, the differences in the prevalence of smoking have even become more prominent (Figure 8 ). This is also visible among the young, which serves as a prediction that health inequalities will continue long into the future.
Owing to this observed disappointing trend, there was pressure to draft a new programme, specifically to tackle health inequalities, as supplementary to the Health 2015 programme. It focused on the measures that were intended for the Government's term of office during 2007-2011, and included specific tasks assigned to many sectors. The measures were mostly implemented. It was clear, however, that no quick fix had been found to substantially reduce health inequalities. The time from measure to health outcome is usually long, for example decrease in smoking initiation among young can be expected to diminish the incidence of lung cancer or heart disease decades later. At the same time, factors that caused inequalities in health services have fuelled the debate, as this was a focus of attention in the OECD's country assessments [38] . The poor results in the reduction of health inequalities do not mean that HiAP is not the right approach. Although health-targeted measures have been introduced, they have not been the main factors affecting social determinants. After the economic recession of the 1990s, an economic policy with neoliberal attributes has been practised in Finland. This has led to a rapid increase in differences in income and, to some extent, a contraction of public services. The increase in differences in income has had a more profound impact on the social status of population groups than just on economic opportunities. In the 2000s, it has been shown that health differences associated with income levels were very acute, and the position of those on the lowest incomes has got worse ( Figure 9 ). The main approach in economic policy has probably changed the society and the status of population subgroups more than health-based measures in social policy, as a result of which any positive impact the latter might have had cannot be verified. One significant cause of the increase in health inequalities is the policy on alcohol, where lower prices from the year 2004 increased the number of adverse outcomes considerably, and almost exclusively among those of the lowest social classes [30] .
Management and the development of expertise
Many are of the view that health-targeted action within all sectors should be overseen by the health sector, because it has the greatest expertise and interest in achieving health targets. The health sector cannot, however, have control over other sectors. Central management can lead and guide all the sectors, utilizing expertise from them. More benefit can be achieved if central administration both nationally and locally takes responsibility for acknowledging health in all policy sectors. There has been a growing aspiration to achieve this, but the examples given previously on the organization of the health promotion policy programme and dealing with pandemics show that, in practice, the health sector is often given the responsibility anyway.
The role of health sector is to advocate for health and give expertise both to central administration and other sectors. This has happened with effective networking. Officers from MSAH have been members in working groups and other bodies of several ministries and thus followed and contributed to policies. This has given possibilities to recognize opportunities and threats to health in an early stage, when it is easier to modify plans. Nationwide, the MSAH has developed work under HiAP and has been its spokesman. Being part of the Government, it has tried to acquire the support of all of Government for its policies through seeking for governmental validation of all the main programmes. An important tool has been the Advisory Board on Public Health, although it does not have powers of decision-making as such. HiAP will be most successful if the Prime Minister and Government as a whole recognize the internal significance of health for development of the society and identify the opportunities that all sectors have for promoting health. The social debate, which the health sector actively participates in, works for better understanding. The broad aims of Government Programmes show that there have been developments in this direction. Increasing attention has been given to horizontal policy and making sectoral boundaries less important. A prerequisite for HiAP is for this trend to continue.
The research and development institutes under the aegis of the MSAH have a very important task of the development of expertise. The Finnish health administration model, where the Ministry is relatively small in volume and the specialist institutions under it are large, guarantees the best levels of expertise, as a basis for the administrative control and guidance. The National Institute for Health and Welfare produces data on public health, its developments and its distribution [39] . It studies the factors that impact on public health and develops methods for addressing them. It has taken more and more responsibility for guiding local authorities, and implements joint projects with them. It has produced support materials for municipalities: for example, regarding the management supporting the HiAP principle, the development of structures and HIA. The Institute is increasingly linked to the implementation of Government Programmes, and has developed and produced indicators for monitoring and evaluation.
The Finnish Institute of Occupational Health functions in the same way in order to develop occupational health care and health promotion at work. During the last decade, a priority has been at prolonging working lives [40] . The institute works closely with businesses, which favours to find solutions feasible in practice. The importance of the research and projects carried out by the institute in the developments in working life is considerable. The Social Partners are involved in the Institute's administration and may lend their support to practical development.
Other institutions have also supported intersectoral work. One is the UKK Institute, a private institute supported financially by MSAH, which promotes health-enhancing physical activity. It conducts scientific research, based on which it has produced tools for measuring fitness and increasing physical activity among ordinary people. This has been made available to professionals in the health and sport sectors. The Institute also monitors the population's physical activity and has evolved new methods for this.
Research and development institutes under the aegis of MSAH aim to guarantee the best possible information for policy development. The production of information has been developed to correspond to the needs of both the national policy and the local level. Institutes have built well-functioning connections to those utilizing their expertise in order to minimize the information gap between knowledge and practical work, which is always a challenge.
Universities, above all their departments of public health and social sciences, have produced research into intersectoral health policy. Their input has been important in the production of critical data independent of the health administration. For example, research into health inequalities across social groups was begun at Helsinki University, at the department of sociology [41] . Together with the Universities of Applied Sciences, these traditional universities have had a central role in training of experts.
The Academy of Finland, which is largely responsible for funding state scientific research, has shown support for research into public health since the 1970s. Research programmes have included, among others, lifestyle health research and health inequalities. It has also created special research programmes to support health policy, as an example research program supporting Health 2015. 
Appraisal and future challenges
This work has been an examination of the development and implementation of the HiAP principle in Finland over the last 40 years. The situation in 1970s was the starting point, when public health became a political priority, as health indicators among the population did not reflect the society's other levels of development. The main focus of attention, then and later, was the development of health care services. At the same time, however, measures aimed at health promotion were launched also outside the realm of the health care service, and intersectoral cooperation was a declared approach in health policy documents, and has been so to this day. The acceptance of this in principle has gradually led to practical action over time. Through long-term, consistent efforts the implementation of large-scale measures to promote health has been brought in and a legislative and administrative basis for systematic work has been established.
Developments have been introduced in interaction with the WHO. This has provided support for the continuation of the approach chosen and had an enormous impact on how the work has shaped up. The two health policy evaluations provided by the WHO were considered very useful. The self-assessment element in them, the dialogue with members of the evaluation groups, and the observations made by the groups, as well as their analyses and suggestions, were felt to be of great value. These were taken into account in the development of health policy, and the MSAH derived useful support from them in the defence of its policy. HiAP is still very much on the WHO's agenda, and the theme itself has been developed further. The WHO has emphasized the importance of whole-of-government and whole-of-society action, which have also manifested themselves in Finland. In the globalized world, international cooperation will become ever more important, and the WHO's status as the main forum for health matters in the future is clear.
With EU membership, national policies encountered a new situation, when Union took over from many administrative sectors in the area of decisions on legislation. The relationship between commercial considerations and health in the primarily economic Community was different from that in Finnish policy. This resulted in some steps backward in Finland in the area of public health, the biggest of which related to the harmonization of alcohol policy. The EU's progressive Constitution, however, provided excellent support for health-targeted work in all policies. Progress was achieved in policy on tobacco and nutrition. The Commission has been a robust actor in the development of HIA, and has adopted HiAP as one of its health policy strategies. Despite the progress made, the weight of health was no match for financial and economic values when it came to EU policymaking in practical terms. For example, one of the biggest public health problems in Finland and in many other Member States, alcohol-related morbidity, is poorly understood in the context of the EU alcohol policy, whose objectives are commercial. Policy on medicines in the EU was until recent years an industry policy aimed at financial gain and economic growth, whereas in the Member States it was usually the responsibility of the health sector, the objectives being the optimal use of medicines and control of the costs of medicines.
Large-scale health promotion was long implemented in Finland on the basis of programmes, with no robust legislation imposing obligations on anyone. The law on public health reports was important, not only for the commencement of regular reporting on health, but also because, for the first time, it made visible in the legislation that all administrative sectors had the responsibility for improving public health. A major step was the responsibility for health promotion to public authorities in the reform of Constitution. The background to this was the EU Constitution. After the reform of the Constitution, specific obligations were imposed on the local authorities regarding large-scale promotion of health, and they came in two stages. Legislation has led to the creation of administrative structures with management systems for both state administration and the local authorities. The legal and administrative framework can now mainly be judged as adequate, and in future there would be a need to focus on the content of work and action. Achieving practical results will require continuous work and an exploitation of favourable opportunities.
The methods needed for a comprehensive health policy have been developed and adopted to meet various needs. HIA and participation in the production of health reports have improved understanding of health in other administrative sectors. HIA, however, is not implemented sufficiently, and the resources available for it are meagre. Assessment has not always led to a change in policy. The development of information systems and their availability in the local authorities as well as transparent reporting on health enable better management, the active contribution of many actors, and citizen participation. It has become clear that at local level there is a need for concrete models, tools, support materials and further guidance in using them before any satisfactory and comprehensive implementation of statutory obligations can be expected.
HiAP requires understanding of the determination of public health and new kinds of skills and expertise among the diverse range of actors involved. Active participation in international networks of cooperation has led to the development of expertise at the MSAH, the National Institute for Health and Welfare and the Institute of Occupational Health. The National Institute for Health and Welfare has conducted much research into the subject and carried out development work, for example in the areas of chronic disease epidemiology, health policy, health inequalities, social determinants, HIA and environmental health. The Institute of Occupational Health has studied the relationship between work and health. The research institutes have been an important resource for the MSAH in the consolidation of expertise, the development of policies and their implementation. The level of expertise has also improved in Universities of Applied Sciences and traditional universities, where funding for research from the Academy of Finland has been a significant help. The development projects run by many local authorities, often in cooperation with the National Institute for Health and Welfare, have boosted skills and expertise in the field. Understanding regarding the determination of health in other administrative sectors, in the media and among ordinary people is essential, and a basis has been established for this in the form of health education in comprehensive and upper secondary school.
The MSAH has played a leading role in the development of policy and its implementation. It has drawn up national programmes to advance the matter. It has engaged in dialogue with other sectors in the Government, within the intersectoral advisory boards, in the Committee on European Affairs, in the drafting of social and health reports and in many working groups. As the whole-of-government approach gains strength, the role of the MSAH will not diminish: instead, it will be required to produce expertise in the area of public health for the work to be undertaken, and it will need to identify the challenges and opportunities that exist.
A key challenge for the MSAH has been getting others involved. Many examples show how this has been a success. But the developments show that there is a long way from the acceptance in principle to concrete action. Initially, there was too much confidence in the impact that adopted programmes and separate development projects would have. Later, it became understood that the contribution made by other sectors and the local authorities is most reliable if legislation imposes clear obligations or central administration assigns tasks and carefully ensures that they are carried out. Equal dialogue among sectors is important and structures have to be in place for it. The health sector must always be on the lookout for favourable opportunities. It should influence the Prime Minister at national level and central management at local level, which will assist in the negotiations with other sectors. Government Programme negotiations go best if, among the major policy challenges that exist, the importance of health can be clearly shown and the scope for the promotion of health in different sectors can be made visible. One step forward could be locating the Advisory Board for Public Health at the Prime Minister's Office. The health sector must also dispassionately seek new ways to prompt non-governmental organizations and citizens to action and to support their participation in the information society.
The coordination of EU affairs among the sectors has contributed to increased awareness of the importance of horizontal policy. It has favoured a comprehensive health policy, which has been visible, for example, in recent Government Programmes. The policy programmes coordinated by the Prime Minister's Office were attempts to establish a stronger horizontal policy. The Government Programmes set ambitious targets, with an important health component, such as prolonging worklife. These are natural places for the application of intersectoral health policy, and the commitment of the whole of Government to them serves to further strengthen the work. The close monitoring of the implementation of Government Programmes provides greater opportunities to use the capacity of all sectors.
The success of the HiAP approach in improving public health is naturally difficult to assess, because the society and the many factors that impinge on public health have altered in many ways. Over the last few decades, the standard of health among Finns has improved a great deal, according to a whole range of indicators, and Finland has also boosted its position internationally. For a long time, the country has been ranked among best in the world in the infant mortality rate: in 2010 it was 2.3 per 1,000 live births. Life expectancy has increased: in 2010 it was 76.7 years for men and 83.2 for women. Over four decades, an increase of almost 11 years for men and 9 years for women has been achieved. In the 2000s, special attention was paid to retirement, and the actual age for retirement rose, although the lowest age threshold for old-age retirement was lowered with a reform of a flexible retirement age. Functional capacity of the elderly has improved dramatically, which has significance for the need for, and costs of, public services. Health care expenditure has remained under control, its share of GDP, about 8.5, being average for OECD countries [42] .
While average level of health has improved, health inequalities between population groups have not diminished. This has been contrary to the aims and the expectations of a comprehensive health policy. So is HiAP not a way to reduce health disparities then? The answer is that health policy measures are not as critical as the development of social inequality. Following the recession in the 1990s, Finland pursued a neo-liberal economic policy that resulted in increased income differences and relative poverty. The policy and the solutions under it were decided on without HIA or considerations of health. This approach in society probably did a lot to annul the impact of HiAP on health inequalities. This is borne out by the acute health inequalities specifically across income groups.
HiAP is a way to improve public health which is in line with sustainable development. Measures among the various policy areas can in most cases be implemented in such a way that the economic and financial impact on society is positive. Taking health into account in all policies also meets the requirements of social justice. In spite of what is acceptance in principle, the achievement of practical results requires continuous, determined work. The following is a list of the challenges that this work involves in Finland:
1. The national legislation and administrative structures needed for a comprehensive health policy are generally appropriate, and the main focus should be in the content of action. The work must fit in with a municipal structure that is undergoing transformation, where a particular risk is the health service breaking away to become a purchased service, with no solid ties to the other work of the local authority. Those acting on behalf of health promotion must be able to exploit the critical stages, such as negotiations for Government programmes. Better efforts need to be made to include health on the whole Government's agenda as well as that of the municipal boards. We need to be able to exploit the information society's new and wide-ranging scope for civic participation and ensure that there is transparency of policies, so that all the effects that different measures and decisions have can be assessed beforehand. 2. International cooperation is becoming ever more important with economic globalization. Challenges and possible solutions in countries will be more similar, and co-work in WHO will be very useful also in the future. WHO needs all support from member states in order to actively promote health in international fora in interaction with other sectors. One critical point of impact is the drafting of international economic and other agreements, which are binding for the sectors involved in the countries that are party to such agreements. The EU is normally involved in negotiations from a harmonized position, so the initial task is to have influence within the EU. When harmonized positions are concerned, a member state cannot succeed on its ownnetworking is called for. 3. Despite the legal backing from the Constitution, health impacts in EU policy do not receive enough attention in many sectors. In spite of some good examples, HIA has not been utilized enough and in the integrated impact assessment the role of health has maintained too small. Member states should insist HIA when the EU Commission drafts its decisions. The aspirations of the Directorate-General for Health and Consumers may receive support from the Council of Health Ministers and the European Parliament. 4. Decisions on economic policy have enormous health impacts, but their analysis is inadequate, and they are rarely preceded by HIA. Health losses result in huge financial losses, which often recur over the long term. For example, the poor health of population groups with low socioeconomic status causes a heavy disease burden with big financial implications, and one contributory factor is economic policy. The importance of health as a production factor and for economic competitiveness must be made visible. 5. The problem of health inequalities is still unresolved, despite the many attempts to address it. It demands further research, but, above all, the political will to reduce inequality in society. HIA must be a way to judge how different population groups are affected. One key factor to keep people longer at work is to prevent incapacity for work, which, like diseases, is distributed according to social gradient. Better working conditions for population groups with poor socioeconomic status and improvements to their position in society and the way they cope using a range of social resources is a sustainable approach to prolonging working lives. 6. Obesity and alcohol have become the biggest risk factors for lifestyle diseases, and the effect of smoking is still considerable, despite the fact the people smoke less. These phenomena are associated with the consumption of products that are commercially important. Their control calls for strong measures, in which a new balance has to be struck between economic objectives and health targets. This cannot succeed through national measures alone: EU-level and international cooperation is required. There is need for common understanding between the public and private sector on the value of health, even as a resource for economic activity, and as an ethical goal, with whole-of-society action based on this understanding.
